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Background 

• STI clinic attendees maybe a subgroup at high risk of HIV infection 

 

• Both STIs and HIV are largely sexually transmitted. 

 

• Acute HIV infection can present with genital symptoms and genital 
inflammation facilitates HIV transmission 
– AHI ~5% in STI services in Malawi (in 2011 prior to test and treat) and most 

HIV positives in Western Europe diagnosed through SHC (69%) 

 

• Both conditions stigmatised and attendees at risk of going 
undiagnosed or untreated 

 

• STI services a good platform to identify acute HIV infection, 
undiagnosed HIV, untreated HIV and  high risk men for prevention 
as observed in some European studies 

 

• Limited local data - ↓ testing among STI service attendees in facility 
based survey    
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Background  
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• Management of STIs in South Africa is syndromic- treat for all organisms 

associated with common symptoms – GUS, MUS and VDS   

Mycoplasma genitalium 

commonly implicated 

in BV  

Main organisms included in NICD microbiological surveillance  



Background  

• The Centre for HIV and STIs conducts microbiological 

sentinel surveillance for STI syndromes in the country.   

 

• STI clinic attendees are enrolled and genital specimens 

collected to determine aetiological pathogens for the different 

syndromes and gonococcal AMR among males.  

 

• In 2017, STI services at 4 primary care clinics took part in the 

surveillance 

 

• Clinics located in Eastern Cape, Free State, Gauteng and 

Western Cape provinces 
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Objectives  

• Describe HIV positivity, knowledge of HIV status and coverage of 

ART use among males attending STI treatment services 

 

• Determine factors associated with knowledge of HIV status and 

correct reporting of HIV status 

 

•  Discuss implications for HIV prevention, care and treatment 

programmes 
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Methods – Data collection   

• Enrolment from January 2017- March 2018, during regular clinic 

hours. Expected sample sizes 150 for MUS, 100 for GUS per site  

 

• Surveillance officer (nurse) enrols attendees ≥18 years with 

symptomatic genital discharge or ulcer disease  

 

• Following informed consent; anonymous (unlinked) questionnaire on 

demographic, clinical and behavioural characteristics completed for 

each attendee 

 

• Relevant genital and blood specimens also collected and rapid HIV 

testing (3rd gen) in the laboratory used to establish true HIV status.  

 

• Treatment provided according to standard treatment guidelines   
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Methods- Data analysis    

• Data entered into  study specific Access database at CHIVSTI data 

centre and exported into Stata 14.2 for analysis  
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Outcomes Analysis method 

Description of enrolled attendees  Descriptive statistics  

 

% male STI service attendees who knew their HIV status  

% male STI service attendees tested for HIV  in the past 6m 

% HIV positive attendees self reporting ART use  

Descriptive statistics  

aOR for factors associated with knowledge of HIV status 

aOR for factors associated with correct report of HIV status   

Logistic regression  



Results  

• 540 males were enrolled at the 4 sites,134 (24.8%) HIV positive 
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EC GP FS WC

137  

25.4% of enrolled  

23.4% HIV pos 

118  

21.9% of enrolled 

16.1% HIV pos 

209  

38.7% of enrolled  

27.8% HIV pos 

76  

14.1% of enrolled 

32.9% HIV pos 



Results   

Demographic, clinical and behavioural characteristics (*statistically significant)  
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Characteristic  HIV positive 
(N=134) 

HIV negative  
(N=406) 

All 
(N=540) 

Age (median, IQR) 31( 26- 36) 26 (23- 31) 27 (24- 32)* 

Genital ulcer at presentation  32 (23.9) 46 (11.3) 78 (14.4)* 

Non-regular sexual partner 72 (53.7) 238 (58.6) 310 (57.4) 

Circumcised  78 (58.2) 299 (73.3) 377 (69.8)* 

Medically circumcised  64 (15.8) 14 (10.5) 78 (14.4) 

Condom use at last sex 24 (17.9) 43 (10.6) 67 (12.4)* 

STI syndrome in past 12m 41 (30.6) 108 (26.6) 149 (27.6) 

Partner in different province (3m) 27 (20.2) 81 (20) 108 (20) 

Know HIV status  88 (65.7) 308 (75.9) 396 (73.3)* 

Most recent  HIV test in past 6m 39/82 (47.6) 196/ 300 (65.3) 235/ 382 (61.5)* 

Time since HIV test (median, IQR) 8.2 (1.8- 27.3) 4.1 (1.1- 8.9) 4.4 (1.3- 10.8)* 



Results  
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57.7% of those who 

reported being HIV 

positive 

65.7 
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51% of those who 

knew their HIV  
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99% of those who 

know status  



Results  

Factors associated with not 
knowing  HIV status (N=540) 

 

- HIV status  (vs HIV-)  
- HIV+ aOR 1.69(95% CI 1.04- 2.76) 

 

- Facility of enrolment (vs EC site) 
- GP site aOR 0.41(95%CI 0.24-0.68) 

- FS/WC site aOR 0.05(95%CI 0.03-0.11) 

 

- Medical circumcision (vs none/trad) 
- aOR 0.42(0.24- 0.88) 

 

**Adjusting for HIV status, age, syndrome at 
enrolment, presence of STI, facility, method of 
circumcision, non-regular partner in last 3m 

 

Factors associated with correct 
report of HIV status (N=134) 

 

• Facility of enrolment (vs EC site) 
   - GP site aOR 0.61(95%CI 0.14- 2.62) 

   - FS/WC site aOR 10.68(95%CI 2.94-38.73) 

 

• GUS (vs MUS)  
– GUS aOR 4.98 (95%CI 1.57- 15.77) 

 

• Non-regular partner (vs regular)  
– aOR 0.35 (95% CI 0.14- 0.90) 

 

** Adjusting for non-regular partner in last 3m, 
facility of enrolment, age  and syndrome at 
enrolment  
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Discussion 

• In summary  

– 540 males enrolled from 4 sites in 4 provinces  

– High HIV prevalence, lower than targeted knowledge of HIV status, low correct 

reporting of HIV status, lower than targeted ART coverage/ use   

– Not knowing HIV status associated with being HIV positive, with facility of 

enrolment  and not being medically circumcised 

– Correct reporting of HIV positive status independently associated with reporting  

a non-regular sexual partner, facility of enrolment, having GUS at enrolment  

– High incorrect report might be due to incident HIV or deliberate misreporting  

 

• Limitations  

– Self reported data. Social desirability bias and incorrect recall could be at play  
• Proposal to validate these data with ARV testing, viral load testing on all HIV positives, pooled NAATs 

for HIV negatives developed but not funded 

– Cross sectional data  

– Limited number of facilities  so may not be generalizable to all facilities in a 

dis/prov/country. Challenge is finding  the high STI burden clinics in the absence 

of good national STI reporting system. 260 000 cases of MUS reported nationally 

in 2016-2017 (DHIS) 
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Implications for programming  

• HIV prevention  

– Able to enrol males with no major problems – especially at GP site  

– Possibly more males in  with after hours visits, offering STI screening services 

not just treatment for symptomatics 

– Majority are HIV negative (75%) so great opportunity for risk reduction 

counselling, condom distribution, referral for MMC and ? PreP 

 

• HIV testing  

– Significant proportion untested (almost a 1/3) but also recent testers (65% 

among HIV negatives).?Ongoing risk following HIV testing.  

– Contact tracing and testing of partners  

– May miss acute infections – great place to validate 4th generation assays  

 

• Linkage to and retention in  care  

– About 50% of those who self- reported being HIV positive were not taking ARVs  

– Linkage to HIV care actively needs to be promoted- case management, same 

day initiation etc.  

– Ongoing support among positives in order to reduce risky behaviour (prevention 

for positives) 
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Proposed implementation of an early warning 

system for unsuppressed HIV viral loads and 

loss to follow up for high risk males: the role 

of centralized laboratory data 
 
 

 

 

 

 



Background 

• SA has the largest HIV treatment program  in the world 
accounting for 20% of all people on treatment  

 

• UTT implemented in September 2016  

 

• Need to put more people on treatment while maintaining 
quality and meeting the 90-90-90 targets 

 

• NDOH introduced strategies for long term ART care  
– Community based - Adherence clubs, CCMDD 

– Facility based – fast-track appointments, spaced out clinic visits 

 

• Concerns over long term retention   
– loss to follow up , disengagements from care,  silent transfers 

– Also timely response to loss of viral suppression while in care   
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Objectives  

Overall objective:To track and monitor viral suppression rates 

among individuals receiving long term ART maintenance care 

using centralized laboratory data and implement an early 

warning  laboratory alert system for missed viral load 

measurement and actionable viral load results.  

 

Specific objectives 

• Estimate long term viral load completion and suppression rates among 

individuals eligible for community based HIV care by age, gender and 

location (province, district and sub-district) 

• Prospectively identify individuals eligible for long term community based HIV 

care who become virally unsuppressed or miss viral load measurement and 

issue reports and alerts to associated facilities    

• Determine community and individual level factors associated with loss of 

viral suppression among individuals in long term community based HIV 

care.  
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Setting   

• NHLS is sole provider of VL and  other HIV related lab testing in the 
country 

 

• All lab test data archived in the CDW  

 

• Absence of unique identifier limited utility of the data in the past  

 

• Use of probabilistic linking algorithm has  allowed  the linking of 
multiple tests to unique individuals and analysis of longitudinal data  

 

• Current algorithm uses name surname, DOB, gender, facility and 
province to assign a score based on probability that tests belong to 
a unique individual  

 

• Algorithm has under and over matching rates of 9% and 9.5% 
respectively (Carmona S et al 2018) 
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Technical approach  
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CDW  

Online portal 
Lab interface    

Online portal  
User interface   

Report (national→facility) 
# eligible for long term care 

# individuals with CD4 count but no 
VL in > 15m  

# individuals with VL> 1000 

Test data   

Report (national→facility) 
# eligible for long term care 

# individuals with no VL in >15m 
# individuals with  VL>1000 

Lab   

Facility    

 
Data entry interface   

Data entry for tracing outcomes  

 

Long-term
care

Viral load
done

Viral load
suppressed

Eligibility for long term 
care  

CD4 count + ≥2 
suppressed viral loads 

3-15 months apart 

Associated factor 
analysis  



Technical approach- outputs   
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RfA report  



Technical approach - Outputs  

• Link with other databases  

– Tier.net  

– CCMDD 

– DHA  

 

• Reports to include  

– Factors associated with uncompleted/ unsuppressed viral loads 

– Geospatial locations where there are high rates of unsuppressed viral 

loads   
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Technical approach- Resources   
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Component  Resources  

CDW  Data analysts 
Epidemiologist (data analysis) 

Online portal (lab) Software developers  
Connectivity  
User registration/ maintenance capacity 

Online portal (user) Software developers  
Connectivity  
Data entry capacity 

District/Facility  Connectivity 
Tracing teams  
Data entry capacity  
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